Abstract
included; four from sub-Saharan Africa (n = 6,666 pregnancies, six sites) and one from Thailand (n = 23,952). Antimalarial exposures were ascertained by self-report or active detection and confirmed by prescriptions, clinic cards, and outpatient registers. Cox proportional hazards models, accounting for time under observation and gestational age at enrollment, were used to calculate hazard ratios. Individual participant data (IPD) meta-analysis was used to combine the African studies, and the results were then combined with those from Thailand using aggregated data meta-analysis with a random effects model.
There was no difference in the risk of miscarriage associated with the use of artemisinins anytime during the first trimester (n = 37/671) compared with quinine (n = 96/945; adjusted hazard ratio [ The prevalence of major congenital anomalies was similar for first-trimester artemisinin (1.5% [95% CI 0.6%-3.5%]) and quinine exposures (1.2% [95% CI 0.6%-2.4%]). Key limitations of the study include the inability to control for confounding by indication in the African studies, the paucity of data on potential confounders, the limited statistical power to detect differences in congenital anomalies, and the lack of assessment of cardiovascular defects in newborns.
Conclusions
Compared to quinine, artemisinin treatment in the first trimester was not associated with an increased risk of miscarriage or stillbirth. While the data are limited, they indicate no difference in the prevalence of major congenital anomalies between treatment groups. The benefits of 3-d artemisinin combination therapy regimens to treat malaria in early pregnancy are likely to outweigh the adverse outcomes of partially treated malaria, which can occur with oral quinine because of the known poor adherence to 7-d regimens.
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Author summary
Why was this study done?
• Malaria infection is more frequent and severe in pregnant women compared to nonpregnant women, and the adverse consequences of malaria in pregnancy require prompt, safe, and effective treatment.
• Artemisinin combination therapies (ACTs), the most efficacious antimalarials available, are the recommended first-line treatment for Plasmodium falciparum malaria.
• Animal embryotoxicity data and the paucity of safety data in human pregnancies have prevented artemisinin derivatives from being recommended for malaria treatment in the first trimester except in life-saving circumstances, yet in malaria endemic countries, many early pregnancies are advertently or inadvertently exposed to ACTs.
• In this meta-analysis of prospective observational studies, we summarize all available safety data on the effect of artemisinin exposure in the first trimester and compare the risk of miscarriage, stillbirth, and major congenital anomaly for pregnancies treated with artemisinin, quinine, or no antimalarials in the first trimester.
What did the researchers do and find?
• Our team determined the risk of miscarriages, stillbirths, and major congenital anomalies associated with first-trimester artemisinin treatment versus quinine in four independent prospective observational studies across six sites in sub-Saharan Africa using individual participant data meta-analysis. The results were then combined with summary effect estimates from the Shoklo Malaria Research Unit on the Thailand-Myanmar border using aggregated data meta-analysis.
• We found no difference in the risk of miscarriage, stillbirth, or major congenital anomalies associated with the use of artemisinins anytime during the first trimester compared with the use of quinine during the same gestational period.
Introduction
Artemisinin combination therapies (ACTs), the most efficacious antimalarials available, are the recommended first-line treatment for Plasmodium falciparum malaria except in the first trimester of pregnancy [1] . Preclinical studies have demonstrated that artemisinin derivatives are embryotoxic and can induce fetal death and congenital anomalies at doses close to the therapeutic range in multiple animal species [2] [3] [4] [5] [6] [7] [8] [9] [10] . In rodents, artemisinins cause embryolethality as well as cardiovascular (ventricular septal and vessel defects) and skeletal defects (shortened or bent long bones and scapulae, misshapen ribs, cleft sternebrae, and incompletely ossified pelvic bones) [6] . In monkeys, embryolethality was observed following prolonged treatment (12 to 20 d), but there were no malformations [2, 4] . The artemisinin embryotoxic effect occurs through depletion of embryonic erythroblasts [11] . It is unknown how findings from animal studies would translate in humans because the mechanism of teratogenicity and the drug sensitive period may differ significantly in humans [3, 12] . The last review by the World Health Organization (WHO) dates from 2006, when evidence on 170 human first-trimester artemisinin treatments was reassuring but insufficient to inform policy change [13] . Consequently, quinine remains the recommended treatment for uncomplicated P. falciparum malaria in the first trimester. Presently, artemisinins are recommended in the first trimester only if quinine cannot be used or in cases of severe malaria where the benefit outweighs the potential risk.
Weighing the risks and benefits of artemisinin treatment in the first trimester is important for public health policy as well as for individual treatment decisions. Malaria is more frequent and severe in pregnant women compared to non-pregnant women [14] [15] [16] . Because of the adverse consequences of malaria in pregnancy, prompt, safe, and effective treatment is required [17, 18] . Concerns over the efficacy, tolerance, adherence, and availability of quinine calls for a reconsideration of its risk-benefit balance relative to ACTs [19, 20] . Malaria infection in the first trimester leads to placental infection associated with maternal anemia, low birth weight, and intrauterine growth retardation [17, 21, 22] . First-trimester malaria documented on the Thailand-Myanmar border was strongly associated with miscarriage, especially following recurrence of infection [23, 24] . Malaria-associated risks must be balanced with any safety risks due to treatment. The assessment of treatment risk during pregnancy is complex and requires detection and confirmation of (1) malaria, (2) antimalarial treatment in the first trimester, and (3) adverse outcomes, and this complexity has implications for the management of confounding factors in statistical analyses. Case-control studies can be useful and efficient for assessing drug safety signals; however, this approach is not recommended for pregnancy outcomes due to the high risk of recall bias [25] .
To compare the potential harm versus beneficial impact on pregnancy outcomes of treatment with artemisinin derivatives versus quinine, we determined the risk of miscarriage, stillbirths, and major congenital anomalies associated with first-trimester artemisinin treatment in four independent prospective observational studies across six sites in sub-Saharan Africa using individual participant data (IPD) meta-analysis [26] and combined the results with summary effect estimates from the Shoklo Malaria Research Unit (SMRU) at the Thailand-Myanmar border, using aggregated data meta-analysis.
Methods
Ethics
All studies had institutional ethical review approvals and obtained informed consent from all participants. The institutional ethics review committees for the individual studies are listed in S2 Text.
Search strategy
The protocol for this meta-analysis was registered on PROSPERO (CRD42015032371). We report our findings in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) checklist of items specific to IPD meta-analyses (S1 Checklist) [27] .
We conducted an electronic search of Medline, Embase, and the Malaria in Pregnancy Library as of November 16, 2015 , using the PICOTS (patient, intervention, comparator, outcome, timing, and setting) framework (S1 Text) [28] . We also searched trial registries, "gray literature" databases, and conference abstracts; manually reviewed reference lists of selected publications; and contacted experts in the field to get information on unpublished studies.
Inclusion/exclusion criteria
Studies were eligible if (1) the study reported artemisinin derivative use in the first trimester of pregnancy, (2) antimalarial treatment was confirmed through multiple data sources, (3) women were enrolled before pregnancy outcome was known (i.e., prospective follow-up of pregnancy), and (4) the study included internal comparison groups with either quinine treatment or no antimalarial treatment in the first trimester. Studies were excluded if they were case series, retrospective or case-control studies, or cross-sectional surveys; did not involve artemisinins treatment; reported only second and third trimester artemisinin exposures; or did not report pregnancy outcomes (S3 Text).
Data extraction and compilation
The first author or principal investigator of each study was invited to participate in the pooled analysis and was asked to provide individual-level data (S1 Text). The data requested included relevant baseline characteristics, gestational age, antimalarial exposure information, pregnancy outcomes, and congenital anomalies.
Risk of bias assessment
The Newcastle-Ottawa scale for assessing bias in cohort studies was used [29] to assess the IPD studies with respect to the selection of the artemisinin, quinine, and untreated groups; the comparability of the groups; and the ascertainment of the outcomes of interest, including loss to follow-up (see S2 Text for ratings of each study for the IPD analysis).
Antimalarial exposure group definitions
Exposures were considered confirmed if information could be verified across at least two data sources (self-reported by the woman and confirmed from clinic cards, outpatient registers, or prescription sheets or directly observed/documented by concurrent independent surveillance in Kenya [30] ). Otherwise, treatments were classified as unconfirmed and excluded from the analysis. The treatments of interest were artemisinin derivatives or quinine in the first trimester of pregnancy ( 13 wk from the date of the last menstrual period). For the IPD studies, pregnancies were considered unexposed if there was no evidence (including unconfirmed exposures) of antimalarial treatment up to 18 wk gestation; in the SMRU analysis, unexposed pregnancies were pregnancies without microscopically confirmed malaria and without antimalarial treatment in the first trimester. Further details on the exposure definitions used for the IPD and SMRU analyses are provided in S3 Text.
Outcome definitions
The primary outcomes of interest were (1) miscarriage, defined as a confirmed pregnancy (identified by pregnancy test or ultrasound and/or examination at antenatal care visit) that ended at or before 28 wk gestation; (2) stillbirth, defined as fetal death after 28 wk gestation in utero or during labor, and (3) major congenital anomaly, defined as any structural abnormality with surgical, medical, or cosmetic importance detected by surface examination at birth. In addition, cases with two or more minor anomalies were considered as major congenital anomaly for the African sites, as per the Antiretroviral Pregnancy Registry guidelines. An expert birth defect panel established by the WHO Pregnancy Registry pilot project [31] , the WHO Birth Defect Panel, independently and blinded to exposure status, reviewed and classified all the congenital anomalies from three sites under a multicenter study protocol, the Assessment of the Safety of Antimalarial Drug Use during Early Pregnancy (ASAP) study. For the other studies, criteria to differentiate between major and minor anomalies and to determine anomalies for exclusion, such as genetic and chromosomal disorders, were applied based on the WHO Birth Defect Panel recommendations and published criteria [32] . Data from Rwanda were not included in the analysis of congenital anomalies as only major anomalies were reported, and two out of the six anomalies were detected in participants enrolled after delivery.
Data analysis
The data analysis was prespecified in an analytical plan (S1 Text). Statistical analyses were performed in Stata version 13.1, R version 3.2.1, and SAS version 9.4. Further details on statistical methods are provided in S4 Text.
The primary analysis compared pregnancies with a confirmed treatment with artemisinin to pregnancies with a confirmed treatment with quinine. A secondary analysis compared miscarriage, stillbirth, and major congenital anomaly in women treated with artemisinin or quinine to those in women who did not have malaria in the first trimester. In Africa, it was assumed that a woman did not have malaria if she did not receive antimalarials; in Asia, not having malaria was microscopically confirmed by repeated screens.
Individual participant data check and missing data
Data were re-coded as necessary to create a pooled dataset for analysis purposes. The integrity of the data was checked by comparing the data in published reports with the data provided, as well as through review of internal out-of-range inconsistencies. In case of discrepancies, the investigators were contacted for clarification. Women for whom pregnancy outcome was unknown were considered lost to follow-up. These women were included in the analysis and contributed person-time until the last visit date when they were censored. Missing values were included as "unknown" categorically.
Individual participant data statistical approach
IPD estimates were for women who received first-line quinine or first-line artemisinin treatment for uncomplicated falciparum malaria in the first trimester, and excluded women with unknown gestational age, women who received more than one antimalarial treatment in the first trimester, those recruited at or after pregnancy outcome, and those with an unconfirmed antimalarial exposure (Fig 1) .
For the miscarriage and stillbirth endpoints, hazard ratios (HRs) and 95% confidence intervals (CIs) were estimated using Cox regression models to account for time under observation and different gestational age at enrollment. Exposure was treated as time-dependent so that participants were considered exposed only from the time they received artemisinin or quinine treatment rather than from the time of enrollment in the study. The estimated log HRs were combined across studies using one-stage random effects meta-analysis adjusting for clustering by study site, along with assessment of heterogeneity. Heterogeneity across studies was assessed using I 2 for both one-stage and two-stage IPD analysis. The proportional hazards assumptions of the Cox model were evaluated by testing for interactions between our time-varying exposures of interest and the logarithm of follow-up time, and further examined using log (−log[survival]) versus log of survival time plots. To account for the correlation between pregnancies for women with more than one pregnancy within a study, a robust variance estimator was used. All crude effect estimates in the IPD analysis were site-adjusted. In addition we conducted multivariate analyses adjusting for potential confounders identified a priori and available from all sites (gravidity and age). Adjusted models do not include HIV status as it is likely missing not at random with respect to antimalarial treatment and miscarriage (missing for 8% of participants and for 40% of those with a miscarriage). Descriptive statistics were used to classify congenital anomalies using the Antiretroviral Pregnancy Registry Organ System Classification [33] . Pooled prevalence of major congenital anomaly and its 95% confidence interval were estimated through inverse weighting of variance and random effects, with 0.05 continuity correction for zero count frequencies.
Aggregated data meta-analysis
For miscarriage and stillbirth, aggregated data were pooled and combined into summary HRs using a Mantel-Haenszel random effects model combining the IPD analysis from the African sites with effect estimates from Asia. Effect estimates from the SMRU were based on a similar Cox regression model accounting for left truncation and treating antimalarial treatment as time-dependent as described in a recently published report [24] . SMRU estimates were for women who presented to antenatal clinics during their first trimester with a viable fetus and included uncomplicated, hyperparasitemic, and severe malaria and pregnancies with multiple malaria episodes. Multivariate analyses adjusted for infection severity (asymptomatic, symptomatic, hyperparasitemic/severe), year of first consultation, and non-malaria febrile morbidity in first trimester. HIV was not accounted for, but the prevalence on the ThailandMyanmar border is very low [34] . Count data on major congenital anomalies by organ system were used to derive pooled prevalence estimates for exposure groups. A summary of inclusion and exclusion criteria for the SMRU and for the African site IPD is provided in S3 Text.
Sensitivity analysis
Animal reproductive toxicity studies suggest that the embryo sensitive period in humans for artemisinins is between 4 and 10 wk post-conception (6-12 wk after last menstrual period) [11, 12] . Therefore, we conducted sensitivity analyses to explore the effect of restricting the analysis to treatments that occurred in the embryo sensitive period for artemisinin. The effect size should be highest for treatments restricted to that embryo sensitive period if the embryotoxicity mechanism hypothesized from animal models applies to humans. Additional sensitivity analyses were performed to assess (1) the robustness of the results when using a two-stage IPD meta-analysis approach, (2) removing one site at a time from the meta-analysis and testing the effect of each study on the pooled estimates, and (3) the effect of imputation and stratified analysis by HIV status given the high proportion of miscarriage cases with unknown HIV status in the IPD from the African sites.
Post hoc multivariate network meta-analysis
Following a suggestion by one of the reviewers, we also conducted multivariate network metaanalysis to evaluate the combined effect of artemisinins on miscarriage and stillbirth (pregnancy loss) while accounting for the correlation structure between these two outcomes [35, 36] (see S4 Text).
Results
Twenty-seven studies were identified, of which seven were eligible and five were included in the analysis: four from sub-Saharan Africa and one from the SMRU in Thailand [23] (Figs 1 and S1). The four African studies included a study conducted in three sites under a single multicenter study protocol (ASAP study) [35] and three additional stand-alone studies [36] [37] [38] . The excluded studies included one multi-country study coordinated by WHO [31] for which the analysis was still ongoing and one prospective cohort study from Indonesia [39] that met the inclusion criteria but was excluded due to systematic bias by indication: dihydroartemisinin-piperaquine was prescribed selectively for the sicker patients, as reported in the published paper.
Characteristics of the individual participant data studies
All contacted investigators agreed to participate and sent the complete, anonymized individual-level data of their respective studies following completion of a data sharing agreement. Data from four prospective cohort studies contributed to the IPD meta-analysis, with the number of pregnancies included in the analysis depending on the outcome (Table 1 ). The studies were conducted in six countries in sub-Saharan Africa (Zambia, Tanzania, Rwanda, Kenya, Mozambique, and Burkina Faso) between 2004 and 2013. Description of participant characteristics across exposure categories for participants included in the IPD analysis is presented in Table 2 . For discrepancies between data included in this IPD analysis and published reports, see S5 Text. All women were recruited prospectively before pregnancy outcome was known, but a combination of prospective and retrospective approaches were used to assess antimalarial exposure information. The numbers represent the total number of enrolled pregnancies; however, varying inclusion/exclusion criteria were applied for the analyses of the various outcomes, and the numbers vary accordingly. These three sites were part of a multicenter study, the ASAP study, coordinated by the Malaria in Pregnancy Consortium, using a standard protocol and with a planned IPD analysis. c Artemisinin treatment: 501 artemether-lumefantrine and 33 artesunate-amodiaquine (Burkina Faso). Inclusion of data from Asia in the aggregated data meta-analysis Aggregated data from the SMRU was included for the assessment of miscarriages, stillbirths, and major congenital anomalies (detailed description of the site and methods is published in [24] ). There were no stillbirths in the women treated with artemisinin in the first trimester, and therefore there are no SMRU estimates for that group.
Miscarriage
Pregnancies treated with an artemisinin derivative in the first trimester were at a similar risk of miscarriage compared to those treated with quinine in the same period (exposure anytime in the first trimester: 
Stillbirth
There were no differences in the risk of stillbirth for pregnancies treated with an artemisinin compared to those treated with quinine anytime in the first trimester or during the embryo sensitive period (aHR = 0. 
Multivariate meta-analysis
Multivariate meta-analysis for the adverse outcomes of miscarriage and stillbirth (i.e., pregnancy loss) also demonstrated no significant differences in risk for pregnancies treated with 
Congenital anomalies
The pooled prevalence of major congenital anomaly among children born to women exposed to artemisinin and quinine anytime in the first trimester was 1.5% (95% CI 0.6%, 3.5%), and 1.2% (95% CI 0.6%, 2.4%), respectively, and was 2.4% (95% CI 0.9%, 6.1%) and 1.5% (95% CI 0.8%, 3.0%), respectively, for those exposed during the embryo sensitive period. Pooled prevalence of major congenital anomaly was 0.7% (95% CI 0.4%, 1.2%) for pregnancies unexposed to any antimalarial during the first trimester (S6 Table) . There was no difference in the distribution of congenital anomalies across organ system classes between treatment groups, but numbers were small. Details on the distribution of minor and major congenital anomalies are provided in Table 3 .
Sensitivity analysis
Results from the sensitivity analysis are available in S1-S4 Figs and S1 Table. Results from the two-stage IPD meta-analysis for the African sites showed effect estimates for both miscarriage and stillbirth similar to those from the one-stage IPD meta-analysis, although with slightly higher HRs and wider confidence intervals as certain sites no longer contributed data due to non-events. No difference between treatment groups was observed in this two-stage IPD analysis, as for the one-stage IPD analysis (first-trimester ACT versus quinine: aHR = 0.64 [95% CI 0.14, 3.04], p = 0.577, for miscarriage and aHR = 0.12 [95% CI 0.01, 3 .02], p = 0.196, for stillbirth; S2 Fig and S3 Fig, respectively) . The sensitivity analysis examining the effect of removing one study site at a time on the overall aggregated effect estimates showed that the effect estimates were stable, with minimal variation due to exclusion of individual sites (aHRs for firsttrimester ACT versus quinine ranged from 0.51 when Thailand data were omitted to 0.94 when Tanzania data were omitted, and none were statistically different; S4 Fig) . The association between miscarriage and first-trimester quinine treatment compared with no antimalarial treatment was no longer significant when data from Thailand were omitted (aHR = 2.12 [95% CI 0.76, 5.94], p = 0.153). Effect estimates from models adjusting for HIV status in the African site IPD-by including individuals with missing HIV status in an "unknown" category or by using multiple imputation-were similar (within 15%) to the effect estimate adjusting for age and gravidity only for the primary analysis (comparison between artemisinin and quinine Table) .
Discussion
To our knowledge, this meta-analysis provides the most comprehensive and up-to-date analysis of the potential effects of inadvertent or intentional treatment with artemisinin derivatives in the first trimester of pregnancy and includes results from 1,664 well-documented pregnancies followed prospectively after artemisinin (717) or quinine (947) treatment in the first trimester.
We found no evidence that the artemisinin-associated embryotoxicity observed in crossspecies animal models (embryolethality and congenital anomalies [3] ) was present in human pregnancies. The available data provide no evidence of an increased risk of miscarriage or stillbirth among pregnancies with a confirmed first-trimester artemisinin treatment compared to pregnancies with quinine or no antimalarial treatment. Restricting exposures to the hypothesized artemisinin embryo sensitive period also indicates no difference in pregnancy loss between artemisinin and quinine treatment, although the number of women and events contributing to this secondary analysis was smaller and the available data can exclude only an increase in risk of miscarriage greater than 2.0-fold (Fig 2) and an increase in risk of stillbirth greater than 2.1-fold (Fig 3) . These results were supported by the post hoc multivariate network meta-analysis of pregnancy loss that combined the results of miscarriage and stillbirth into a single effect estimate. The results for major congenital anomalies should be interpreted with caution due to small numbers of events. Nevertheless, the data so far indicate no difference in the prevalence of major congenital anomalies between treatment groups.
Consistent with the known adverse effects of malaria in pregnancy [17, 18, 22, 23] , our results indicate that pregnancies treated with quinine in early pregnancy were associated with an increased risk of miscarriage compared to pregnancies not requiring treatment for malaria. There was no such significant association for women treated with an artemisinin. This secondary analysis should be interpreted with caution as it is likely confounded by malaria, which is itself a risk factor for miscarriage (i.e., confounding by indication). It is possible that the increased risk of miscarriage associated with quinine reflects inadequately treated malaria resulting from the known drawbacks of oral quinine, including a lengthy 7-d treatment course with three-times-daily dosing, low tolerability, and associated poor compliance [19, [40] [41] [42] . However, due to limited information on the malaria episodes being treated (including laboratory confirmation of malaria, parasitemia, and severity) from the African sites and unmeasured factors affecting health-seeking behaviors and clinician treatment decision-making, it is not possible to know whether such an effect is due to quinine or the severity of the underlying infection.
Our results suggest that the ACT class of antimalarials should be considered for treatment of malaria in the first trimester. ACTs remain the most effective antimalarials to date, are well tolerated, and are widely available. Trials in Southeast Asia, South America, and Africa found that artemisinins performed better than quinine for the treatment of severe malaria [43] , uncomplicated malaria in non-pregnant adults [40] , and malaria in the second and third trimester of pregnancy [19] . Quinine has been used since the 17th century [40] and is thought to be safe in pregnancy although there have not been any formal studies in early pregnancy assessing its safety and efficacy [44] . Though WHO recommends the combination of quinine and clindamycin, this combination is rarely used in practice due to high cost [45] and the low availability of clindamycin in malaria endemic countries. Our results also suggest that oral quinine, even as monotherapy, was not commonly used for first-trimester malaria in the African sites, and the number of documented quinine treatments was relatively small compared to treatment with artemether-lumefantrine. More studies are needed to understand the reasons behind this prescription pattern.
The power to exclude an increased risk of congenital anomalies with artemisinin treatment was limited in the current study. A sample size calculation suggested that 1,180 exposed cases (with a ratio of 1 exposed:4 unexposed and a background anomaly rate of 0.9%) would be enough to detect a doubling of risk of any major congenital anomaly detectable by surface examination. This is double the number of first-trimester artemisinin exposures presented in this paper (n = 551 for this endpoint). To exclude a 2-fold increase in the risk of a specific defect with an estimated background rate of 1/1,000, 10,748 first-trimester artemisinin treatments and 42,992 untreated pregnancies would be needed [46] . Such numbers will only be achievable using multiple sentinel sites over a decade and by pooling data in a global registry. Furthermore, no study has been designed to assess cardiovascular defects, which were detected as a potential problem in animal reprotoxicity studies in newborns, or any other internal defects due to the unavailability of appropriate equipment and expertise in the areas where the burden of malaria in pregnancy is highest.
A strength of this meta-analysis is the ability to standardize analyses across studies, including definitions of the embryo sensitive period, definitions of what constituted a confirmed treatment, and use of left truncation in the survival analysis for miscarriage [47] to avoid bias when gestational age at exposure and enrollment varied between comparison groups [48] . Several important limitations should be noted. We cannot account for potential confounding by indication nor by disease severity as these data were not available in the African studies. Information on malaria confirmation is important as malaria-infected cells could be at less risk of artemisinin toxicity [11] . It is therefore reassuring that the results from the adjusted models from Thailand, where this information was captured and women were recruited at earlier gestation overall, were similar to those of the African studies. While the artemisinin treatments from the African IPD analysis were predominantly artemether-lumefantrine (95%, 501/534) and the remaining 33 were artesunate-amodiaquine, all from Burkina Faso, artemisinin treatments from the SMRU included a wider range of regimens (mefloquine-artesunate, artemether-lumefantrine, artesunate-clindamycin, artesunate monotherapy, and dihydroartemisinin-piperaquine). This limits our ability to assess the effect of individual regimens, with the exception of artemether-lumefantrine. Evaluation of additional potential confounders was limited due to some missing data (e.g., previous pregnancy loss and HIV status), and potential for drug-drug interactions, such as between antimalarials and antiretrovirals, could not be assessed due to limited statistical power and incomplete information on antiretroviral treatment. Furthermore, dose-response effects could not be assessed due to the small numbers that had more than one artemisinin-based treatment in the first trimester (n = 5 for the SMRU and n = 9 across the African sites). Misclassification between miscarriage and stillbirth could have occurred due to errors in gestational age assessment and lack of data on the precise date of fetal death relative to date of expulsion/delivery. Furthermore, induced abortions could have been misclassified as miscarriage, but this is unlikely to differ by exposure group. Despite all sites having procedures in place to systematically detect external congenital anomalies at birth, the type of training, staff cadre, and timing of assessment may have affected the sensitivity of detection rate. Despite these limitations, the results reflect "real-life" effectiveness of artemisinin versus quinine, and the homogeneity of the findings across the studies provides further reassurance.
Despite the high burden of malaria in pregnancy, with an estimated 125 million at risk of infection annually in malaria endemic regions globally [49] , fewer than 1,700 episodes of first-trimester quinine or artemisinin treatment have been documented prospectively with a known pregnancy outcome. In total, this has taken 32 years of cumulative and collective efforts since the introduction of artemisinins, including 13 years for 639 treatments in Africa and 19 years for 1,025 treatments in Asia. Up to now, conducting randomized controlled trials comparing ACTs to quinine for confirmed malaria in the first trimester of pregnancy was considered unethical; therefore, observational studies were the only available approach to monitor the safety of artemisinin treatment in early pregnancy. We have now reached a point of equipoise, so such a trial could be considered; however, randomized trials would not provide the sample size required to be informative on the risk of congenital anomalies. No single method can capture all desired data needed to make appropriate risk-benefit assessments of a drug used in pregnancy. A combination of different methods and data sources is the only feasible approach to gather the most complete picture of the potential developmental toxicity of a drug. The numbers required for the assessment of congenital anomalies could only be achieved through the combination of data across multiple sites. Identification of sentinel sites able to capture reliable data on drug exposure and pregnancy outcomes through a standard protocol is essential for safety signal detection and characterization [31, 46] . Such an approach could be used for the evaluation of a wide variety of medications that are used during pregnancy and estimation of the risk of the spectrum of adverse pregnancy outcomes. However, depending on the recruitment strategy, assessment of miscarriages might not be feasible without introducing dedicated efforts to detect these.
Conclusions
In this study, we found that first-trimester use of artemisinin derivatives was not associated with an increased risk of miscarriage or stillbirth compared to quinine. The data to date also indicate no difference in the prevalence of major anomalies between treatment groups in early pregnancy, although the numbers of major anomalies were small. Three-day ACT regimens are currently recommended to treat malaria in the second and third trimester. Expanding ACT recommendations to include the first trimester may outweigh the adverse outcomes of partially treated malaria due to poor adherence to 7-d oral quinine regimens in early pregnancy. Kovacs for her contribution and for cross-checking through her concurrent systematic literature review.
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